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What is known about this topic 
• Although there is considerable 
research evidence associating 
domestic violence with poor 
outcomes for exposed children, we 
need mechanisms for linking them 
in policy and practice in healthcare 
settings. 
• There is scant understanding of 
how general practice responds to 
the needs of children exposed to 
domestic violence. 
 
What this paper  adds 
• While general practice clinicians are 
fully aware of their child 
safeguarding responsibilities, they 
are uncertain about best practice at 
the interface between child 
safeguarding and domestic violence. 
• The lack of relevant training 
contributes to failures to translate 
child safeguarding knowledge into 
safe and effective domestic 
violence-related practice strategies. 
• General practice clinicians need 
relevant training and support in 
responding to domestic violence in 
families. 
Abstract 
We describe the development of an evidence-based training intervention 
on domestic violence and child safeguarding for general practice teams. 
We aimed – in the context of a pilot study – to improve knowledge,   
skills, attitudes and self-efﬁcacy of general practice clinicians caring for 
families affected by domestic violence. Our evidence sources included: a 
systematic review of training interventions aiming to improve 
professional responses to children affected by domestic violence; content 
mapping of relevant current training in England; qualitative assessment 
of general practice professionals’ responses to domestic violence in 
families; and a two-stage consensus process with a multi-professional 
stakeholder group. Data were collected between January and December 
2013. This paper reports key research ﬁndings and their implications for 
practice and policy; describes how the research ﬁndings informed the 
training development and outlines the principal features of the training 
intervention. We found lack of cohesion and co-ordination in the  
approach to domestic violence and child safeguarding. General practice 
clinicians have insufﬁcient understanding of multi-agency work, a limited 
competence in gauging thresholds for child protection referral to 
children’s services and little understanding of outcomes for children. 
While prioritising children’s safety, they are more inclined to engage 
directly with abusive parents than with affected children. Our research 
reveals uncertainty and confusion surrounding the recording of domestic 
violence cases in families’ medical records. These ﬁndings informed the 
design of the RESPONDS training, which was developed in 2014 to 
encourage general practice clinicians to overcome barriers and engage 
more extensively with adults experiencing abuse, as well as responding 
directly to the needs of children. We conclude that general practice 
clinicians need more support in managing the complexity of this area of 
practice. We need to integrate and further evaluate responses to the  
needs of children exposed to domestic violence into general practice- 
based domestic violence training. 
 
Keywords: child protection, child safeguarding, domestic violence and abuse, 
general practice, primary care, training 
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Introduction 
Domestic violence damages physical and mental 
health (Ellsberg et al. 2008, Feder & Hester 2015) 
resulting in increased use of health services by sur- 
vivors of abuse. The prevalence of domestic violence 
among women attending general practice, as with 
other clinical services, is higher than in the wider 
population (Feder et al. 2009, Britton 2012). Women 
experiencing domestic violence, who are often iso- 
lated from other services as a result of their partner’s 
controlling behaviour, are more likely to be in contact 
with general practice than with other agencies 
(Hegarty 2006). Although they tend not to disclose 
spontaneously to their GP, they have an expectation, 
often unfulﬁlled, that doctors can be trusted with dis- 
closure, and can offer them safe, non-judgemental  
and practical support (Feder et al. 2006). 
While knowledge of the impact of domestic vio- 
lence on health is increasing, there is considerable 
scope to enhance clinicians’ ability to respond appro- 
priately   to   affected   families   (Bradbury-Jones et al. 
 2011, Radford et al. 2011, Garc'ıa-Moreno et al. 2015). 
The subject of domestic violence is virtually absent 
from UK medical and nursing undergraduate and 
postgraduate curricula and has a patchy presence in 
continuing professional development (Department of 
Health 2010, NICE 2014). Despite international (WHO 
2013) and national (NICE 2014) guidelines in place   
on the healthcare of women experiencing abuse and 
the commissioning of a general practice training and 
support programme (Feder et al. 2011) in many areas 
of the UK, the majority of primary care clinicians still 
do not receive any formal training about domestic 
violence (Ramsay et al. 2012). 
Domestic violence adversely affects the develop- 
ment, educational attainment and mental health of chil- 
dren  (Antle  et al.  2007 , Chang  et al.  2008 , Holt  et  
al. 
 2008 , Stanley 2011). There is also an overlap between 
childhood exposure to domestic violence and other 
types of child maltreatment (Sharpen 2009, RCGP/ 
NSPCC 2011, GMC 2012), but this link is scantily 
addressed in mandatory child safeguarding training for 
general practice clinicians. The RESPONDS (Research- 
ing Education to Strengthen Primary care ON Domestic 
violence and Safeguarding) study aimed to establish an 
evidence base for training on the interlinked issues of 
domestic violence and child safeguarding, developing 
and piloting a new training intervention for general 
practice teams. Integrating training on domestic vio- 
lence and child safeguarding offered a means of 
improving the knowledge, skills, attitudes and self-efﬁ- 
cacy of general practice clinicians in managing the com- 
plexity of domestic violence when children are affected. 
 
 
This paper describes how research evidence 
informed the development of the training intervention 
and identiﬁes areas for practice and policy improve- 
ment, as well as future research directions. Detailed 
research  methodologies  and  ﬁndings  (Larkins  et  al. 
 2015, Szilassy et al. 2015a, Szilassy et al. 2015b,  Turner 
 et al. 2015, Drinkwater et al. in press) as well as the 
piloting and outcomes of the training (Lewis et al. in 
press) are reported elsewhere. 
 
Methods 
The multidisciplinary research team integrated 
heterogeneous evidence sources into the development 
of a training intervention (Figure 1). Data were col- 
lected between January and December 2013. Evidence 
sources included (i) a systematic review of training 
interventions to improve professional responses to 
disclosure of domestic violence when children are 
exposed and to identiﬁcation of child maltreatment 
when domestic violence is present; (ii) mapping of  
the content of current domestic violence and child 
safeguarding training available in England; (iii) quali- 
tative assessment of general practice responses to 
domestic violence in families with children analysing 
examples of positive practice and barriers to engage- 
ment; (iv) a two-stage consensus process with a mul- 
ti-professional stakeholder group including experts  
on domestic violence, health and safeguarding. 
Integrated ﬁndings informed the design (format and 
content) of the  training  intervention  which  has  
been piloted and evaluated in England (Lewis et al.   
in press). 
The study was guided by two panels of profes- 
sional and service user experts. It was approved by 
University of Bristol Ethics Committee and was con- 
ducted in accordance with clinical commissioning 
groups’ research governance requirements. 
 
Research  evidence streams 
(i) Systematic review of training interventions 
We searched both peer-reviewed and non-peer- 
reviewed international literature without any restric- 
tions on language or study designs. We included any 
type of intervention or signiﬁcant change in policy or 
practice intended to facilitate and improve profession- 
als’ response to disclosure of domestic violence in 
families with children and improve professionals’ 
responses to child maltreatment in the context of 
domestic violence. Twenty-one studies met the inclu- 
sion criteria: 3 randomised controlled trials and 18 
pre-post intervention surveys. There were 18 training 
and three system-level interventions. We completed  a 
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Figure 1  RESPONDS study  process. 
 
narrative synthesis of these studies taking into  
account study design, quality, size, direction and sig- 
niﬁcance of observed effects and consistency of ﬁnd- 
ing. (See Turner et al. 2015) for full details of methods 
and PROSPERO registered protocol (http:// 
www.crd.york.ac.uk/prospero; registration number 
CRD42013004672). 
 
(ii) Training curricula mapping study 
We reviewed the content of training materials on 
domestic violence in relation to child safeguarding in 
England. We mapped the range of training materials 
currently offered to general practice professionals in 
terms of their content, learning outcomes, delivery 
methods and target audiences. We also determined 
the extent to which these training materials addressed 
the interface of domestic violence and child safe- 
guarding. 
We contacted 250 training providers between Jan- 
uary and April 2013 and received 32 completed ques- 
tionnaires and 22 examples of training materials with 
some reference to domestic violence or speciﬁcally 
focusing on domestic violence. The diversity of materi- 
als together with variations in training delivery (level, 
length, target audience) limited analysis, as it was 
impossible to compare course contents. We therefore 
conﬁned the analysis to the extent to which the sam- 
pled training materials engaged with the interface of 
domestic violence and child safeguarding.  We  
assessed the materials on a 4-point scale from ‘very 
good mention’ to ‘no mention at all’. We also identi- 
ﬁed    a    range    of    core    and    peripheral   themes, 
approaches, learning outcomes and a range of often or 
rarely used teaching/learning instruments and hand- 
outs. The materials were classiﬁed independently by 
two researchers and results were compared and dis- 
cussed. A third researcher was consulted where there 
were disagreements (Szilassy et al. 2015a). 
 
(iii) Interview study 
This explored direct and indirect responses to disclo- 
sure of domestic violence when children are involved 
and the challenges general practice professionals face 
in this area of practice. 
A multidisciplinary academic research team con- 
ducted qualitative semi-structured telephone inter- 
views between May and December 2013 with 69 
general practice professionals (clinical and non-clini- 
cal staff). As the general practice response to domes- 
tic violence often emerges in the context of practice- 
level work and our training intervention was aimed  
at general practice teams, not individual  clinicians, 
we interviewed three key professional groups within 
general practice: general practitioners (GPs, N = 42) 
and directly employed clinical practice staff (practice 
nurses/PNs, N = 12) who have contact with patients 
registered in the practice; and practice managers  
(PMs, N = 15) who have a key role in implementing 
policy with regard to data sharing, documentation 
and training (Table 1). The term ‘general practice clin- 
icians’ refers to clinical staff (GPs and practice nurses) 
participating in the interview study. A mix of 
metropolitan, urban and semi-rural practices was 
recruited  by  email  from  across  six  areas  with both 
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high and low levels of specialist domestic violence 
service provision, in the north, south and midlands of 
England. Individual interviewees were recruited from 
selected practices directly (via phone/email) by the 
researchers and through practice administrators. Gen- 
eral practice professionals provided verbal (audio- 
recorded) informed consent for interviews. Working 
with a professionally and geographically heteroge- 
neous sample contributed to a  better understanding 
of the different perspectives of domestic violence in 
families with children and the barriers to engagement 
in interagency work. 
Interviews explored practices in response to 
disclosure of domestic violence in families, recording, 
referrals and interagency communication. A 
profession-speciﬁc vignette facilitated exploration of 
different professionals’ views. Interviews were audio- 
recorded, transcribed verbatim, loaded into qualitative 
data analysis software (NVivo) and analysed 
thematically (Bryman et al. 1994) using a coding frame 
incorporating concepts that emerged from the data. 
 
(iv) Consensus process 
We aimed to reach consensus on a range of contro- 
versial  statements  in  relation  to  domestic   violence 
 
Table 1 Interview research participants 
and child safeguarding informed by studies (i)–(iii) 
using a two-stage modiﬁed Delphi consensus process 
(Dalkey & Helmer 1963). The process took place 
between July and October 2013 and included a two- 
stage survey focusing on contentious and ambiguous 
areas of practice and a consensus meeting with 28 
expert practitioners and researchers representing UK 
general practice, safeguarding and domestic violence 
sectors. The ﬁndings of the survey were fed back to 
those participating in the meeting. They were invited 
to discuss the survey results and repeat the process   
of scoring statements consequent to the discussion 
(Szilassy et al. 2015a). 
 
Intervention  development 
The data from the different evidence sources were 
integrated using a framework of ﬁve themes: making 
links between child safeguarding and domestic vio- 
lence; engaging with victims, children and perpetra- 
tors; interagency collaboration; conﬁdentiality and 
safety; and effective and acceptable training. These 
illuminate current organisational and attitudinal bar- 
riers as well as facilitators of good practice in respect 
of general practice responses to children affected by 
domestic violence. They also identify  speciﬁc  areas 
for practice improvement that the training interven- 
tion was designed to address. 
 
 
 
Gender 
 
GPs (42) 
Practice 
nurses (12) 
Practice 
managers (15) 
 
Findings 
The ﬁve key themes identiﬁed from the different   evi- 
Male 17 0 4 
Female 25 12 11 dence sources are used to structure the reporting of 
 
 
 
 
 
 
Experience managing domestic violence (number of cases) 
 
 
 
 
 
Our interview study indicates substantial variation 
between general practice clinicians in their percep- 
tions of the nature and strength of connections 
between domestic violence and child safeguarding. 
Although the majority of interviewed clinicians had 
no difﬁculty establishing a link in theory between 
domestic violence and the potential harm it repre- 
sented for children, about one-third of practitioners 
only made this link when prompted by the inter- 
viewer. Moreover, more than half of GPs and nearly 
all practice nurses said they would not necessarily 
make a link between child protection concerns and  
the possibility that domestic violence might be an 
issue in a family. Some of the reasons given for not 
exploring the possibility of domestic violence when 
there were known child protection concerns  included 
Age range (years) 
21–34 
 
8 
 
2 
 
0 
ﬁndings. 
35–44 11 0 2 
 
45–54 15 8 7 Making links between child safeguarding and 
55–64 5 1 4 domestic violence 
Not known 3 1 2 
 
 
More than five 5 0 
A few 13 1 
One 0 2 
None 18 8 
None, but aware 6 1 
of case at surgery 
  
Domestic violence service provision 
Sparse 16 6 6 
Established 26 6 9 
Location 
   
Metropolitan 11 3 5 
Urban 16 5 6 
Semi-rural 15 4 4 
Region 
   
North 14 3 4 
Midlands 7 4 4 
South 21 5 7 
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domestic violence not being ‘ﬁrst on your radar or   
list of things to ask about’ (GP31), the problem of 
‘ﬁnding the time to do [it] all’ (GP28), concern that it 
was a ‘difﬁcult conversation to have’ (GP26) and the 
assumption that children’s social services would 
already be in contact with the family. 
Our results are consistent with previous research 
ﬁndings (Tompsett et al. 2010, Woodman et al. 2013) 
showing that while GPs have no difﬁculty prioritising 
the interests of children and are familiar with the  
child protection procedures in an emergency, they are 
uncertain about the course of action when concerns 
are less immediate. ‘It’s the ones in the middle that I 
struggle with’ – noted one GP (GP24). In contrast, 
direct violence towards a child and the young age of 
the children involved were both identiﬁed as risk 
factors that would trigger a child protection referral. 
Clinicians also had concerns about maintaining a 
positive relationship with an adult victim when refer- 
ral to a safeguarding team was likely. The need and 
legitimacy of breaking conﬁdentiality to inform social 
services when a child was at risk of harm was broadly 
understood, but thresholds for referral varied. Some 
clinicians had strategies for managing conﬁdentiality 
including practice policies, consulting the patient and 
routinely asking to see patients alone. However, not all 
those interviewed were aware of the need for strict 
conﬁdentiality with regard to domestic violence. 
The training curricula mapping study found that 
the domestic violence focus in the child safeguarding 
training materials entailed one or two brief mentions 
during a generic presentation. This was usually lim- 
ited to knowledge of policies and procedures for child 
protection. Discussion on the needs of the parent 
experiencing abuse was typically missing or minimal. 
Nor did the training materials address the tension 
between maintaining conﬁdentiality and safety for the 
victim while also responding appropriately to poten- 
tial harm for children. All clinicians interviewed had 
received mandatory child safeguarding training. In 
contrast, only three GPs reported having received spe- 
cialist domestic violence training. Failures to link child 
safeguarding to possible domestic violence during the 
interviews highlighted a key gap that needed to be 
addressed in our training intervention. 
 
Engaging with victims,  children  and perpetrators 
Most of the clinicians interviewed demonstrated a  
lack of conﬁdence and experience in holding conver- 
sations about domestic violence with patients and 
their families. Clinicians appeared more inclined to 
engage directly with abusive partners than with their 
children.  Children  and  young  people   experiencing 
domestic violence were rarely directly engaged. This 
lack of engagement with children is in striking con- 
trast to international guidelines on child safeguarding 
(GMC 2012) which state doctors working with chil- 
dren and young people have a duty to listen and talk 
directly to them and to take account of children’s 
wishes when making judgements about their best 
interests (p. 16). 
General practice clinicians tended to assess chil- 
dren’s needs and experience through a proxy adult, 
usually their mother. One GP had to correct himself  
to even concede that children are patients in princi- 
ple: ‘We’ll probably not [talk to the] children because 
they’re not . . .  [pause] . . .  well they are patients’ 
(GP29). In contrast, perpetrators (when they were 
known patients in the practice) were seen as compe- 
tent informants, with potential for accepting advice 
and support and achieving behaviour change. Some 
clinicians expressed concern about their lack of com- 
petence in communicating directly with children, 
often seeing this as a specialist role which was the 
remit of child health specialists or services. Talking 
about violence was seen as particularly difﬁcult, even 
for those who had skills in discussing sensitive issues. 
‘I talk to children a lot about their parents dying and 
things. And I ﬁnd that a lot easier, funnily enough, 
than talking to them about violence’ (GP03). Lack of 
time was perceived as a barrier to working with chil- 
dren, as was children’s lack of direct access to health 
services. Lack of time to engage with  perpetrators  
was not mentioned. 
Guidance on or reference to working with children 
and young people and talking to them about domes- 
tic violence was absent from the  training  materials 
we reviewed. Guidance on working with perpetrators 
and any material on conﬁdentiality and conﬂicts of 
interests between protecting children and sustaining 
relationships with different family members were also 
missing from the training assessed. 
Members of the consensus group agreed that 
engaging directly with children experiencing domes- 
tic violence relied on recognising them as  patients 
and offering them opportunities to see clinicians on 
their own and to establish or build up existing rela- 
tionships with primary care staff. The consensus 
meeting concluded that training should be designed 
to encourage appropriate direct engagement with 
children experiencing domestic violence and to chal- 
lenge cultures of fear or avoidance. 
 
Interagency  collaboration 
Insufﬁcient understanding of the processes of multi- 
agency work at the intersection  of domestic   violence 
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and child safeguarding constituted a major source of 
frustration for the professionals interviewed. Most felt 
isolated from non-primary healthcare professional 
groups. They described poor relationships with chil- 
dren’s social services, characterised by lack of feed- 
back, and limited participation in the multi-agency 
child safeguarding procedures. ‘I feel that social ser- 
vices sometimes are this other group, this body some- 
where’, said a practice nurse (PN08).  Another  
practice nurse said ‘we [general practice and social 
care] don’t seem to be very linked up’ (PN04). Clini- 
cians also emphasised the absence of face-to-face 
meetings with social workers, – ‘you’ve no idea what 
they look like’ (GP09) – the lack of named people to 
confer with and the challenge of ‘ﬁnding the right 
person to pin down’ (PM07). 
General practice clinicians in our sample were 
unfamiliar with procedures for co-ordinating service 
responses to children who were below the high-risk 
threshold and most did not see themselves as having  
a role in contributing to a ‘jigsaw’ of information  
about children that was shared between agencies. 
Some GPs relied on health visitors’ access to informa- 
tion about families, but relationship with health visi- 
tors was described as signiﬁcantly weakened in some 
sites due to geographical relocation. Clinicians were 
largely unaware of local domestic violence resources: 
they lacked understanding of the services available 
and had almost no relationship with specialist 
domestic violence organisations. 
Clinicians recognised the importance of informal 
communication between professionals and regretted 
its absence. Communication at an individual level, 
reinforced by formal methods of interagency interac- 
tion, was identiﬁed as key to effective interagency 
work. In practice, however, effective interagency com- 
munication was limited by insufﬁcient understanding 
of other professionals’ and agencies’ sphere of 
operations, as well as lack of interagency trust and 
self-conﬁdence in responding to domestic violence in 
families. A lack of familiarity with other agencies’ 
policies and practices, or an absence of ‘institutional 
empathy’ (Banks et al. 2008), restricted clinicians’ ability 
to gauge thresholds for child protection referral and 
their understanding of the consequences of referral. 
The training curricula mapping study found that 
knowledge and attitudes to interagency partnership 
were only addressed in safeguarding training pro- 
vided by Local Safeguarding Children Boards. How- 
ever, none of the general practice professionals 
interviewed had attended interagency child safe- 
guarding training. This ﬁnding is consistent with ear- 
lier research reporting negligible take-up of 
interagency child safeguarding and domestic violence 
training by GPs in general and by male GPs in partic- 
ular (Carpenter et al. 2010). 
 
Conﬁdentiality  and safety 
The review of training curricula revealed that in some 
localities there were mandatory policies about record- 
ing and reporting child maltreatment in cases of 
domestic violence. However, we identiﬁed no course 
content explaining how to keep appropriate records  
of domestic violence and there was little explicit 
guidance on the importance of maintaining conﬁden- 
tiality to protect victims of domestic violence follow- 
ing disclosure. 
GPs and practice nurses reported diverse methods 
for recording both domestic violence and safeguard- 
ing concerns in patient records. The inconsistency in 
documentation at a national, local and practice level 
reﬂected the lack of training or guidelines on how to 
record. ‘To be honest we haven’t had this discussion, 
I’m not  actually  sure we  have a  practice  policy’ (GP 
1) – admitted a GP. 
General practice clinicians appeared particularly 
uncertain about how to resolve the need for both con- 
ﬁdentiality and safety when considering documenta- 
tion of abuse in the records of different family 
members. There were a small number of positive 
examples where clinicians managed these issues by 
discussing their strategy with the abused parent, ask- 
ing for her permission to break conﬁdentiality and 
then explaining how and where it would be docu- 
mented. However, the majority were not conﬁdent 
about managing this dilemma. Clinicians were gener- 
ally more conﬁdent about documenting suspected 
child maltreatment than domestic violence. 
The consensus process highlighted the complexity 
of this area of practice. The effectiveness  and safety  
of various documentation methods (with special ref- 
erence to potential harms related to documenting 
domestic violence in the perpetrators’  medical 
records) were questions that produced diverse expert 
opinions and polarised the group during the consen- 
sus survey and discussion. 
These ﬁndings reveal uncertainty and confusion 
surrounding the best mechanisms for ensuring safety 
and conﬁdentiality when documenting domestic vio- 
lence. This is partly due to clinicians’ lack of aware- 
ness of guidance in this area. It also reﬂects the lack   
of professional agreement on how to mitigate poten- 
tial harms and apply effective safeguards when 
recording child maltreatment concerns in the context 
of domestic violence. The decision to document 
embodies the tension clinicians face between sharing 
information to promote the safety of the child, and 
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limiting information to maintain the conﬁdentiality 
and safety of the abused parent. This tension may be 
further complicated by the trend towards patient 
online access to their own health records    (Woodman 
 et al. 2015). Some clinicians interviewed were con- 
cerned about the potential for coercive partners to 
gain access to any records that they might  document. 
 
Effective  and  acceptable training 
The systematic review of training interventions 
showed improvements in participants’ self-reported 
knowledge and attitudes towards domestic violence. 
The intervention studies also described improvements 
in self-reported competence and positive change in 
clinical behaviour, sustained for up to a year post- 
intervention. Key elements of effective interventions 
included an added experiential and/or post-interven- 
tion discussion component; incorporating ‘booster’ 
sessions at regular intervals following training; 
involvement of local domestic violence agencies or 
other professionals with speciﬁc service  expertise;  
and drawing from a clear and well-articulated proto- 
col for intervention. Multidimensionality was a key 
feature of the content, method and delivery of the 
training interventions reviewed. Programmes covered 
multiple topics, used teaching strategies in combina- 
tion such as discussion, modelling, role-play, rehear- 
sal and feedback, and integrated active/passive and 
behavioural/instructional approaches in one session 
(Turner et al. 2015). 
Interviewed clinicians’ training preferences varied, 
but the majority were in agreement about the pre- 
ferred format, location and training content. They 
clearly indicated that they would prefer face-to-face 
training delivered in their practice and all favoured 
short sessions (2 hours or less). While some GPs indi- 
cated a strong preference for practice-based training 
for doctors only, others suggested training for the 
whole practice team, including administrators. Clini- 
cians articulated a need for interactive training dis- 
cussing complex real-life cases or scenarios. They 
favoured training opportunities that would address 
the appropriate management of difﬁcult conversa- 
tions with patients, including children, about domes- 
tic violence. A third of respondents said they would 
like to improve their understanding of the structures 
and context within which social care professionals 
operated. ‘I think just further down the chain I’d like 
to know what happens rather than just my end of it’, 
noted a GP (GP01) clearly conveying the quest for 
increased ‘institutional empathy’. Informants all wel- 
comed the idea of having input from a local social 
worker in the delivery of training in order to ‘know 
who the social workers are and what makes  them 
tick’ (GP21). The three GPs in our sample who gave 
an account of having received specialist domestic vio- 
lence training reported that these training events had 
increased their conﬁdence about making referrals to 
children’s social services and their willingness to dis- 
cuss cases with social workers on an informal  basis. 
 
RESPONDS training 
The training intervention was designed to encourage 
general practice clinicians to overcome barriers and 
engage more extensively with patients experiencing 
domestic violence, as well as preparing them to safe- 
guard and support children. It aimed to encourage 
clinicians to adopt ‘low thresholds’ for asking ques- 
tions about domestic violence and its potential impact 
on children and young people (NICE 2014). 
Drawing on the ﬁndings reported above, the con- 
tent was selected to cover the following issues: (i) 
linking domestic violence and child safeguarding in 
practice; (ii) child protection referral process and 
thresholds for referral; (iii) holding difﬁcult conversa- 
tions and speaking directly with children and young 
people; (iv) working together with other professionals 
and organisations; (v) record keeping, safety and con- 
ﬁdentiality; (vi) supporting victims and the role of 
general practice after disclosure. 
The 2-hour training was designed for individual 
general practice teams delivered on practice premises. 
It was targeted at clinicians, but all non-clinical prac- 
tice staff were also invited to attend. Interagency 
working was emphasised throughout and integrated 
into the delivery which was undertaken jointly  by 
two trainers, a healthcare professional and a local 
social work professional. In line with the ﬁndings of 
the systematic review, the teaching was interactive 
and emphasised reﬂection on practice. It incorporated 
a ﬁlm which was shown in short sequences with 
opportunities for group discussion inserted between 
them. The ﬁlm’s narrative featured a female patient 
and her 10-year-old son. The GP modelled positive 
practice in asking her about domestic violence at 
home, and then speaking sensitively to the child on  
his own to elicit his experiences. The GP subse- 
quently discussed next steps with the mother, includ- 
ing making a referral to children’s services. The ﬁlm 
was interspersed with short narratives from practis- 
ing GPs and a social worker highlighting the chal- 
lenges faced in general practice, such as lack of time  
in consultations, suggesting strategies for overcoming 
these. A follow-up exercise included a review (or 
development) of individual practice teams’ recording 
policies in the light of the training. 
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The training was piloted in 11 GP practices  in  
2014, and ﬁndings from the evaluation of this pilot  
are reported elsewhere (Lewis et al. in press). The 
training materials, including the ﬁlm are freely avail- 
able at bristol.ac.uk/responds/study, although they 
will be developed further. 
 
Discussion 
The connection between domestic violence and child 
harm is recognised in UK national guidance (RCGP/ 
NSPCC 2011), but there is scant understanding of  
how general practice clinicians work with domestic 
violence and abuse in families. Recent policy develop- 
ments have highlighted general practices’ key role in 
providing early help and intervention for children 
affected by domestic violence (Munro 2011, HM Gov- 
ernment 2015), but the challenges for general practice 
clinicians in responding to this area of practice safely 
and effectively have not been addressed. 
Our ﬁndings resonate with literature describing a 
gap between the reality and a vision that  accords  
GPs, ‘both within government guidance and by fel- 
low professionals, a much more pivotal role in all 
stages of the child protection process than they typi- 
cally assume themselves’ (Lupton et al. 2001, p. 177). 
Consistent  with  recent  ﬁndings  (Peckover  & Trotter 
 2015), we found a discrepancy between policy expec- 
tations and practitioner skills/capabilities in this ﬁeld. 
The missing translation of policy into practice is 
reﬂected in the lack of training on the interface of 
domestic violence and child safeguarding. Clinicians 
are now trained to detect child abuse and they are 
fully aware of their child safeguarding responsibili- 
ties. However, while their roles may be more clearly 
deﬁned, they lack specialised training, as well as  
space and time, to interact and reﬂect on this difﬁcult 
area of work. Our ﬁndings suggest that the absence   
of relevant training contributes to failures to convert 
child safeguarding knowledge into practice strategies 
in the context of domestic violence. 
One of the strengths of general practice is that it 
can respond to the needs of multiple family members, 
including victims and perpetrators of domestic vio- 
lence and their children. It can also potentially make   
a key contribution to a multi-agency whole system 
response at the interface of domestic violence and 
child protection. 
Despite important recent improvements in proce- 
dures, training and guidance, our study shows that 
professionals still operate on different ‘planets’  
(Hester 2011). The connections between ‘planets’ are 
limited by lack of institutional knowledge, intera- 
gency trust and self-conﬁdence which limit    effective 
communication and team working. Mounting pres- 
sures on the healthcare system, increased fragmenta- 
tion of child protection services (Jay 2014), cutting of 
domestic violence services and the lack of a cohesive 
and co-ordinated approach to domestic violence, all 
undermine the overall effectiveness of individual 
responses. 
The ﬁndings of this study draw attention to the  
low level of general practice engagement in child pro- 
tection work in relation to domestic violence. While 
most general practice professionals recognised 
domestic violence as a risk factor for children’s health 
and well-being, the majority failed to see links 
between child maltreatment and the possibility of 
children’s exposure to domestic violence. They also 
struggled to manage families where the risks were 
low to moderate (or unclear) and GPs focused on the 
needs of parents rather than those of children. This 
focus on adults (Ramsay et al. 2012) entailed a 
predilection for working with the abusive partner, 
when they were a patient in the practice, rather than 
with children. Our study also revealed considerable 
uncertainty and confusion surrounding mechanisms 
for recording domestic violence in families’ medical 
records and highlighted the importance of integrated 
domestic violence and child safeguarding training  
and policies for documenting. 
The poor engagement of general practice clinicians 
with domestic violence training and the lack of rele- 
vant training content within child safeguarding train- 
ing, are currently major gaps for general practice, 
leading to uncertainty and resulting in missed oppor- 
tunities to support victims and their children. Train- 
ing gaps can lead to feelings of inadequacy and 
frustration  (Breckenridge  &  Ralfs  2006,  Lykke  et al. 
 2008) and can prevent general practice clinicians 
recognising and responding appropriately to child 
harm and maltreatment. While training may be a 
means of improving competence and conﬁdence in 
working with families experiencing domestic vio- 
lence, it is important that training is appropriate and 
ﬁt for purpose. This study found that completing 
mandatory child protection training did not necessar- 
ily lead to greater conﬁdence in direct work with chil- 
dren exposed to domestic violence. Current training 
for general practice clinicians does not address this 
topic adequately; it may exacerbate fears about talk- 
ing to children without highlighting the potential 
risks in engaging with perpetrators. It also hinders  
the fuller engagement of general practice profession- 
als in this area of work by providing little guidance  
on effective collaborative working between general 
practice, children’s services and the domestic violence 
sector. 
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Key strengths of our study are the integration of 
heterogeneous evidence sources into the development 
of the training intervention and the multi-profes- 
sional/multi-agency collaborative approach empha- 
sised during research, development and the training 
pilot. Another strength relates to the relatively large 
number and wide geographical spread of the prac- 
tices and interviewees, compared with previous quali- 
tative   studies   (Tompsett   et al.   2010,   Narula   et al. 
 2012), enabling thematic saturation. However, partici- 
pating in the interviews may have led clinicians with- 
out personal experience of domestic violence cases to 
contribute views based on speculation. Although 
adult service users contributed to analysis and devel- 
opment, a further limitation is the absence of chil- 
dren’s perspectives on how and when clinicians  
might engage directly with them. 
The main methodological limitation concerns the 
inclusion of a small selection of training materials in 
the curricula mapping study. Despite three general 
postings and individualised requests and reminders, 
we had difﬁculty assembling a substantial sample of 
training materials. The explanations for declining par- 
ticipation in the curricula mapping study included 
fears of negative evaluation in the public domain, as 
well as concerns about intellectual property. Despite 
addressing these concerns in our information sheet 
and further communication with the training provi- 
ders, only two charitable sector organisations partici- 
pated in the mapping study. The synthesis of ﬁndings 
across the four study components and the input from 
our expert groups helped to contextualise and address 
the deﬁciencies of this study component. However, 
the difﬁculties encountered during the mapping of 
training indicate how the creation of a commercial 
market in professional training can lead to reluctance 
to share positive practice. This ﬁnding in itself signals 
a line for future enquiry about the impact of commer- 
cial competition on the availability and usage of train- 
ing resources. It also highlights the importance of 
ensuring that training packages or other outputs of 
commissioned research are openly available. 
The complex challenges general practice profession- 
als face in responding appropriately and safely to chil- 
dren exposed to domestic violence and the promising 
outcomes of the pilot intervention (Lewis et al. in press) 
point towards the need for further research. The identi- 
ﬁcation and appropriate referral of all family members 
exposed to domestic violence would beneﬁt from an 
increased focus on the needs of children. This study 
suggests that general practice training on domestic vio- 
lence and children could usefully be integrated with 
training addressing the identiﬁcation of and response 
to both women (Feder et al. 2011) and male victims 
and perpetrators (Williamson et al. 2015). The feasibil- 
ity, acceptability, effectiveness and cost-effectiveness of 
such an integrated training programme needs to be 
fully evaluated. 
 
Conclusion 
We found that general practice clinicians need support 
in managing the complexity of domestic violence. 
Their skills and conﬁdence in responding safely and 
effectively to adult victims and perpetrators and in 
talking directly with children experiencing domestic 
violence should be developed through appropriate 
training. Such training could be reinforced by support- 
ive practice environments, improved systems of intera- 
gency collaboration, appropriate and effective 
documenting and improved information-sharing sys- 
tems and policies. The development and piloting of 
our evidence-based training for general practice about 
domestic violence and child safeguarding represents a 
crucial ﬁrst step towards strengthening the response to 
all family members experiencing or perpetrating 
domestic violence and their children. 
 
Acknowledgements 
We thank the general practices across England that 
participated in this pilot training and evaluation 
study. We express our special gratitude and thanks   
to Jo Morrish and Jodie Das for their training devel- 
opment work and to the RESPONDS trainers who 
delivered the training and participated in the evalua- 
tion study. 
 
Source of funding 
This article is independent research commissioned 
and funded by the Department of Health Policy 
Research Programme (Bridging the Knowledge and 
Practice Gap between Domestic Violence and Child 
Safeguarding: Developing Policy and Training for 
General Practice, 115/0003). The views expressed in 
this article are those of the authors and not necessar- 
ily those of the Department of Health. 
 
Conflict of interest 
The authors declare that they have no competing 
interests. 
 
References 
Antle B.F., Barbee A.P., Sullivan D., Yankeelov     P., Johnson 
L. & Cunningham M.R. (2007) The relationship    between 
Making the links between domestic violence and child safeguarding 
10 © 2016 The Authors. Health and Social Care in the Community Published by John Wiley & Sons  Ltd. 
 
 
 
 
domestic violence and child neglect. Brief Treatment and 
Crisis Intervention 7 (4), 364. 
Banks D., Dutch N. & Wang K. (2008) Collaborative efforts 
to improve system response to families who are experi- 
encing child maltreatment and domestic violence. Journal 
of Interpersonal Violence 23 (7), 876–902. 
 
Bradbury-Jones C., Duncan F., Kroll T., Moy M. & Taylor J. 
(2011) Improving the health care of women living with 
domestic abuse. Nursing Standard 25 (43), 35–40. 
 
Breckenridge J. & Ralfs C. (2006) Point of contact front-line 
workers responding to children living with domestic vio- 
lence. In: C. Humphreys & N. Stanley (Eds) Domestic Vio- 
lence and Child Protection: Directions for Good Practice, pp. 
110–123. Jessica Kingsley Publishers, London. 
Britton A. (2012) Intimate violence: 2010/11 BCS. In: K. 
Smith (Ed.) Homicides, Firearm Offences and Intimate Vio- 
lence 2010/11 Supplementary Volume 2 to Crime in England 
and Wales 2010/11, pp. 83–115. Home Ofﬁce Statistical 
Bulletin, Home Ofﬁce, London. 
 Bryman A., Burgess R., Ritchie J. & Spencer L. (1994)   Quali- 
 tative data analysis for applied policy research. In: A. 
Bryman & R. Burgess (Eds) Analyzing Qualitative Data, pp. 
172–194. Routledge, London. 
 Carpenter J., Hackett S., Patsios D. & Szilassy E. (2010)   Out- 
 comes  of  Interagency  Training  to  Safeguard  Children:  Final 
 Report to the Department for Children, Schools and Families and 
 the Department of Health. Department for Children, Schools 
 and Families and the Department of Health, London. 
 Chang  J.J.,  Theodore   A.D.,  Martin  S.L.  &  Runyan    D.K. 
 (2008) Psychological abuse  between parents:   associations 
 with child maltreatment from a population-based  sample. 
 Child Abuse & Neglect 32 (8),  819–829. 
 Dalkey N. & Helmer O. (1963) An experimental   application 
 of the Delphi method to the use of experts. Management 
 Science 9 (3), 458–467. 
Department of Health (2010) Responding to Violence Against 
Women and Children – The Role of the NHS.  The Report  of  
the Taskforce on the Health Aspects of Violence Against  
Women and Children. Department of Health, London. 
Drinkwater  J.,  Stanley  N.,  Szilassy  E.,  Larkins  C.,  Hester 
M. & Feder G. (in press) Juggling conﬁdentiality and 
safety: a qualitative study of how general practice clini- 
cians document domestic violence in families with chil- 
dren. BJGP. 
 Ellsberg  M.,  Jansen  H.A.,  Heise  L.,  Watts  C.H.  & Garcia- 
 Moreno C. (2008) Intimate partner violence and   women’s 
 physical  and  mental  health  in  the  WHO  multi-country 
 study   on   women’s   health   and   domestic   violence: an 
 observational study. The Lancet 371 (9619), 1165–1172. 
Feder G. & Hester M. (2015) Gender-based violence against 
women. In: S.C. Davies (Ed.) Annual Report of the Chief 
Medical Ofﬁcer, 2014, The Health of the 51%: Women, pp. 17–
29. Department of Health, London. 
 Feder  G.S.,  Hutson  M.,  Ramsay  J.  &  Taket  A.R.      (2006) 
 Women  exposed  to  intimate  partner  violence:   expecta- 
 tions  and  experiences  when  they  encounter  health care 
 professionals:   a   meta-analysis   of   qualitative    studies. 
 Archives of Internal Medicine 166 (1),  22–37. 
 Feder G., Ramsay J., Dunne D. et al. (2009) How far does 
 screening women for domestic (partner) violence in differ- 
 ent health-care settings  meet criteria for a screening   pro- 
 gramme?    Systematic    reviews    of    nine    UK National 
 Screening  Committee  criteria.  Health  Technology   Assess- 
 ment 13 (16), iii–iv, xi–xiii, 1–113,  137–347. 
Feder G., Davies R.A., Baird K. et al. (2011) Identiﬁcation  
and Referral to Improve Safety (IRIS) of women experi- 
encing domestic violence with a primary care  training  
and support programme: a cluster randomised controlled 
trial. The Lancet 378 (9805), 1788–1795. 
 
Garc'ıa-Moreno C., Hegarty K., d’Oliveira A.F.L., Koziol- 
McLain J., Colombini M. & Feder G. (2015) The health- 
systems response to violence against women. The Lancet 
385 (9977), 1567–1579. 
 
GMC (2012) Protecting Children and Young People: The 
Responsibilities of All Doctors. General Medical Council, 
London. 
Hegarty K. (2006) What is intimate partner abuse and how 
common is it. In: G. Roberts, K. Hegarty & G. Feder (Eds) 
Intimate Partner Abuse and Health Professionals. New 
Approaches to Domestic Violence, pp. 19–40. Churchill 
Livingstone, London. 
 Hester M. (2011) The three planet model: towards an  under- 
 standing of contradictions in approaches to women and 
 children’s  safety  in contexts  of domestic  violence. British 
 Journal of Social Work 41 (5),  837–853. 
HM Government (2015) Working Together to Safeguard Chil- 
dren: A Guide to Inter-Agency Working to Safeguard and Pro- 
mote the Welfare of Children. HM Government, London. 
 Holt S., Buckley H. & Whelan S. (2008) The impact of   expo- 
 sure to domestic violence on children and young    people: 
 a  review  of  the  literature.  Child  Abuse  &  Neglect  32 (8), 
 797–810. 
Jay A. (2014) Independent Inquiry Into Child Sexual Exploita- 
tion in Rotherham: 1997–2013. Rotherham Metropolitan 
Borough Council, Rotherham. 
 Larkins C., Drinkwater J., Hester M., Stanley N., Szilassy   E. 
 & Feder G. (2015) General practice clinicians’ perspectives 
 on involving and supporting children and adult  perpetra- 
 tors in families experiencing domestic violence and abuse. 
 Family Practice 32 (6), 701–705. 
Lewis N., Larkins C., Stanley N., Szilassy E., Turner W., 
Drinkwater J. & Feder G. (in press) Training on domestic 
violence and child safeguarding in general practice: a 
mixed method evaluation of a pilot intervention. BMC 
Family Practice. 
Lupton C., North N. & Khan P. (2001) Working Together or 
Pulling Apart? The NHS and Child Protection Networks. The 
Policy Press, Bristol. 
 Lykke K., Christensen P. & Reventlow S. (2008) “This is    not 
 normal. . .”—signs that make the GP question the    child’s 
 well-being. Family Practice 25 (3), 146–153. 
Munro E. (2011) The Munro Review of Child Protection: Final 
Report-A Child-centred Approach. The Stationery Ofﬁce, 
London. 
 Narula A., Agarwal G. & McCarthy L. (2012) Intimate   part- 
 ner   violence:   patients’  experiences   and   perceptions in 
 family practice. Family Practice 29 (5), 593–600. 
NICE (2014) Domestic Violence and Abuse: How Health Service, 
Social Care, and the Organisations They Work with Can 
Respond Effectively. National Institute for Health and Care 
Excellence, London. 
 Peckover S. & Trotter F. (2015) Keeping the focus on chil- 
 dren: the challenges of safeguarding children affected    by 
 domestic abuse. Health  and Social Care  in the     Community 
 23 (4), 399–407. 
Radford L., Aitken R., Miller P., Ellis J., Roberts J. & Firkic 
A. (2011) Meeting the Needs of Children Living with Domes-  
tic Violence in London. Refuge/NSPCC, London. 
E. Szilassy et al.  
 
 
 
Ramsay J., Rutterford C., Gregory A. et al. (2012) Domestic 
violence: knowledge, attitudes, and clinical practice of 
selected UK primary healthcare clinicians. British Journal  
of General Practice 62 (602), e647–e655. 
RCGP/NSPCC (2011) Safeguarding Children and Young Peo- 
ple: The RCGP/NSPCC Safeguarding Children Toolkit for 
General Practice. RCGP, London. 
Sharpen J. (2009) Improving Safety, Reducing Harm: Children, 
Young People and Domestic Violence; A Practical Toolkit for 
Front-line Practitioners. The Stationery Ofﬁce, London. 
Stanley N. (2011) Children Experiencing Domestic Violence: A 
Research Review. Research in Practice, Dartington. 
Szilassy E., Das J., Drinkwater J. et al. (2015a) Researching 
Education to Strengthen Primary care ON Domestic violence   
& Safeguarding (RESPONDS). Final Report for the Depart- 
ment of Health, Policy Research Programme Project. Univer- 
sity of Bristol, Bristol. Available at: http://www.bristol. 
ac.uk/media-library/sites/primaryhealthcare/documents/ 
responds/responds-ﬁnal-report.pdf (accessed on 26/09/ 
2016). 
Szilassy E., Drinkwater J., Hester M., Larkins C., Stanley N., 
Turner W. & Feder G. (2015b) Working together, working 
apart: general practice professionals’ perspectives on 
interagency collaboration in relation to children experienc- 
ing domestic violence. In: N. Stanley & C. Humphreys 
(Eds) Domestic Violence and Protecting Children: New Think- 
ing and Approaches, pp. 214–231. Jessica Kingsley Publish- 
ers, London and Philadelphia. 
Tompsett H., Ashworth M., Atkins C. et al. (2010) The Child, 
the Family and the GP: Tensions and Conﬂicts of Interest for 
GPs in Safeguarding Children. Kingston  University, 
London. 
Turner W., Broad J., Drinkwater J. et al. (2015) Interventions 
to improve the response of professionals to children 
exposed to domestic violence and abuse: a systematic 
review. Child Abuse Review DOI: 10.1002/car.2385. 
WHO (2013) Responding to Intimate Partner Violence and Sex- 
ual Violence Against Women: WHO Clinical and Policy 
Guidelines. World Health Organization, Geneva. 
Williamson  E., Jones S.K.,  Ferrari G., Debbonaire T.,   Feder 
G. & Hester M. (2015) Health professionals responding to 
men for safety (HERMES): feasibility of a general practice 
training intervention to improve the response to male 
patients who have experienced or perpetrated domestic 
violence and abuse. Primary Health Care Research and 
Development 16 (03), 281–288. 
 Woodman J., Gilbert R., Allister J., Glaser D. & Brandon    M. 
 (2013) Responses to concerns about child maltreatment:   a 
 qualitative  study  of  GPs  in  England.  BMJ  Open  3  (12), 
 e003894. 
 Woodman  J.,  Sohal  A.H.,  Gilbert  R.  &  Feder  G.      (2015) 
 Online  access  to  medical  records:  ﬁnding  ways  to min- 
 imise  harms.  British  Journal  of  General  Practice  65  (635), 
 280–281. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2016 The Authors. Health and Social Care in the Community Published by John Wiley &   Sons Ltd. 11 
View publication stats 
